
           

 

 

 

 

 

Client consultant/record


	Name: 
	Date of Birth: 
	M/F: 
	Address 1: 
	Address 2: 
	Post Code: 
	Contact: Day: 
	Contact: Eve: 
	Mobile: 
	Name 2: 
	Relationship: 
	Occupation: 
	Lifestyle: 
	Number of Children: 
	Special Considerations: 
	Name 3: 
	Number 1: 
	Number 2: 
	Surgery Address: 
	Lymphangitis No: Off
	Impetigo Yes: Off
	Impetigo No: Off
	Fractures Yes: Off
	Fractures No: Off
	Lymphangitis Yes: Off
	Lice Yes: Off
	Lice No: Off
	Herpes Yes: Off
	Herpes No: Off
	Athletes Foot Yes: Off
	Athletes Foot No: Off
	Ringworm Yes: Off
	Ringworm No: Off
	Warts Yes: Off
	Warts No: Off
	Severe Eczema Yes: Off
	Severe Eczema No: Off
	Psoriasis Yes: Off
	Psoriasis No: Off
	Dermatitis Yes: Off
	Dermatitis No: Off
	Severe Acne/Boils Yes: Off
	Severe Acne/Boils No: Off
	Burns Yes: Off
	Burns No: Off
	Severe Bruising Yes: Off
	Severe Bruising No: Off
	Open Cuts/Wounds Yes: Off
	Open Cuts/Wounds No: Off
	Acute Sprain/Pain Yes: Off
	Acute Sprain/Pain No: Off
	Bursitis Yes: Off
	Bursitis No: Off
	Osteoarthritis Yes: Off
	Osteoarthritis No: Off
	Varicose Vains Yes: Off
	Varicose Vains No: Off
	Glandular Fever Yes: Off
	Glandular Fever No: Off
	Thrombosis Yes: Off
	Thrombosis No: Off
	Very Low BP <100/60 Yes: Off
	Very Low BP <100/60 No: Off
	Atherosclerosis Yes: Off
	Atherosclerosis No: Off
	Heart Condition Yes: Off
	Heart Condition No: Off
	Diabetes Yes: Off
	Diabetes No: Off
	Haemophillia Yes: Off
	Haemophillia No: Off
	Cancer Yes: Off
	Cancer No: Off
	Systemic Oedema Yes: Off
	Systemic Oedema No: Off
	Tuberculosis Yes: Off
	Tuberculosis No: Off
	Sinusitis Yes: Off
	Sinusitis No: Off
	Shingles Yes: Off
	Shingles No: Off
	Multiple Scierosis Yes: Off
	Multiple Scierosis No: Off
	Parkinson's DIsease Yes: Off
	Parkinson's DIsease No: Off
	HIV/AIDS Yes: Off
	HIV/AIDS No: Off
	Pneumonia Yes: Off
	Pneumonia No: Off
	Recent Surgery Yes: Off
	Recent Surgery No: Off
	Fever Yes: Off
	Fever No: Off
	Undiagnosed Lumps Yes: Off
	Undiagnosed Lumps No: Off
	Details 1: 
	Substance Abuse Yes: Off
	Substance Abuse No: Off
	Has permission been given… Yes: Off
	Has permission been given…  No: Off
	Are you on any prescribed medication Details: 
	Are you on any prescribed medication Yes: Off
	Are you on any prescribed medication No: Off
	Have you visited your GP in the last 6 months Details: 
	Have you visited your GP in the last 6 months Yes: Off
	Have you visited your GP in the last 6 months No: Off
	Are you receiving treatment from another professional Details: 
	Are you receiving treatment from another professional Yes: Off
	Are you receiving treatment from another professional No: Off
	Dou you suffer from allergies Details: 
	Dou you suffer from allergies Yes: Off
	Dou you suffer from allergies No: Off
	Do you have any medical conditions… Yes: Off
	Do you have any medical conditions… No: Off
	Do you have any medical conditions… Details: 
	Signed: 
	Date: 


